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doi:10.1016/j.kjms.2012.02.018Abstract We describe a woman with flank pain and hydronephrosis. Computed tomography
(CT) urography and maximum intensity projection (MIP) reformatted images clearly showed
that a long finger-like intraluminal filling defects mass in the left middle ureter. The pathologic
biopsy by ureteroscopy revealed that the lesion mainly consists of benign fibrinoid necrosis. A
large soft smooth, spindle-like, dark brown mass (approximately 13.5 cm in length) was iden-
tified in left middle ureter when open surgery was performed. The segment of the ureter part
attached to the stalk of the polyp was excised, then a dismembered ureteroplasty was
performed. Pathologic examination revealed that the total polyp was an ischemic infarction,
characteristic of cellular swelling, tissue degeneration, fibrinoid necrosis, and thrombosis in its
vessels. The surface of the polyp was hardly covered with urothelium, but fibroepithelial polyp
was still diagnosed. There was no recurrence during the 3 years of follow-up.
Copyright ª 2012, Elsevier Taiwan LLC. All rights reserved.of Urology, Dalian Municipal
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Fibroepithelial polyp is a benign tumor of a mesodermal
origin that arises in the wall of the ureter, renal pelvis,
bladder, or urethra. Ureteral fibroepithelial polyps are
extremely rare lesions but are the most common benign
tumor of the ureter. When searching Pubmed, less than 200
cases have been documented; most of these were sporadic.ed.
Figure 1. The axial images of CT scan or urography in a woman aged 38 years with left ureteral polyp. (A) CT scan shows
intraluminal soft tissue mass of the left middle-ureter (arrow); (B) CT urography during the excretory phase shows dilatation of the
left ureter with intraluminal mass surrounded by a thin rim of contrast medium, looks ring-like (arrow). CT Z computed
tomography.
458 L. Ye et al.Case report
A woman 38 years of age complained of left upper flank dull
pain, which lasted for 2 years and became obvious for
previous 2 months. Physical examination revealed sensitive
to percussion at the left back. Blood chemistry was normal.
Urinalysis findings showed two to four leukocytes and eight
to 15 erythrocytes per field, and urine culture and cytology
was negative. Urinary system ultrasonography demon-
strated left hydronephrosis. The axial images of abdominal
computed tomography (CT) scan showed that mild dilation
was in the proximal left ureter, which was even more
serious in the middle left ureter where it seemed filled with
a intraluminal soft tissue mass (Fig. 1A). Furthermore, CT
urography during the excretory phase showed the soft
tissue mass, surrounded by a thin rim of contrast medium,
ring-like, measuring beyond 10 cm in length and 2 cm in the
largest diameter without periureteral invasion or enlarged
lymph nodes (Fig. 1B). Intravenous urography (IVU)
revealed mild dilatation of the left pelvicaliceal system and
the left upper ureter and flexed C-shaped bending at
the level of lower pole of left kidney (Fig. 2A). Three-
dimensional reformatted images of CT urography such as
maximum intensity projection (MIP) were also performed,
revealing a solid left ureteral mass more overall and clearly
(Fig. 2B to D). Oblique MIP images displayed the flexedFigure 2. IVU and three-dimensional computed tomography uro
hydronephrosis at the left upper ureter and flexed C-shaped bend
(CeD) coronal MIP images displayed a long cylindrical, finger-like,
clearly bending. IVU Z intravenous urography; MIP Z maximum inC-shaped bending more clearly than IVU did. Coronal MIP
images showed a smoothly marginated cylindrical, finger-
like filling defect structure, measuring approximately
13 cm in length, located in the lumen of the middle left
ureter.
Ureteroscopy was performed and then a long smooth
dark brown tough-texture-mass was identified, although
the lesion was not well visualized because of the large size
and dark color of the lesion. The biopsy result revealed
a benign lesion, mainly consisting of fibrinoid necrosis.
When open surgery was performed, we observed that the
upper two thirds of the left ureter were obviously thicker in
width, darker in color than usual, without surrounding
adherence and organ infiltration. The ureter was incised
longitudinally and a large dark brown polypoid or finger-like
mass with a smooth glossy surface was immediately found.
After the body of the polyp was completely removed from
the ureter, its small stalk could be well visualized and
originated from the internal wall of the upper ureter. The
segment of ureter part attached to the stalk of the polyp
was excised, then a dismembered ureteroplasty was per-
formed. The excised ureteral polyp was pliable but strong
in texture hard to be torn, approximately 13.5 cm in length
and 2.5 cm in its largest diameter (Fig. 3). A double-J
catheter stent was left behind and removed 2 months
after the operation.graphy reformatted images of ureteral polyp. (A) IVU showing
ing at the level of lower pole of left kidney; (B) oblique; and
filling defect in the left middle-ureter and a flexed C-shaped
tensity projection.
Figure 3. Surgical photograph showing the resected polyp in the left ureter region. (A) Intraoperative image showing that the
ureteral polyp was spindle-shaped, dark brown in color and smooth in a glossy surface; (B) gross picture of excised ureteral polyp
and part of the ureteral stump (right).
Ureteral fibroepithelial polyp lacking epithelium 459Pathologic examination revealed that the total entity of
the ureteral polyps displayed severe infarction. The surface
of the polyp was hardly covered with urothelium. The total
polyp was full of cellular swelling, tissue degeneration, and
fibrinoid necrosis combined with old thrombus in its vessels.
The large old thromboses were located in the base of the
polyp. Examination of the boundary between the urothelial
mucosa and the base of ureteral polyp revealed that the
ureteral polyp lacked urothelium, and chronic inflammation
was found within the urothelial mucosa close to the base ofFigure 4. Pathologic photos showing that total entity of the uret
tissue obtained by ureteroscopy; (B) the distant end; (CeD) middle
mucosa of the ureter was visualized. (H) The base of the ureteral po
large old thromboses (middle) and coagulative necrosis (right upper)
apart from that near the urothelial mucosa (hematoxylin and eosinthe ureteral polyp. Fibroepithelial polyp was confirmed by
pathologic examination (Fig. 4). No complications and
recurrence occurred during the 3 years of follow-up.Discussion
Most fibroepithelial polyps of ureter occur in patients about
20e40 years of age [1,2], but nearly 30% of all cases
occurred in children reported in the latest decade. Theeral polyp displayed severe ischemic infarction. (A) The biopsy
; (EeF) proximal end of ureteral polyp; and (G) the urothelial
lyp showed that pedicle (left lower), chronic inflammation and
; (I) Most of the surface of the ureteral polyp lacked urothelium
).
460 L. Ye et al.fibroepithelial polyps presents usually as a solitary lesion,
but bilateral or multiple lesions have also been reported
[3,4]. They are predominantly located in the proximal third
of the ureter, and the left side was more commonly involved
than the right. The exact etiology of the polyps is uncertain.
Various theories have been proposed, including congenital
obstruction, trauma, irritation, infection, specific endoge-
nous, and hormonal imbalances.
Patients usually present microscopic hematuria and mild
flank pain secondary to partial obstructive hydronephrosis.
Although acute renal failure was reported in some cases,
the symptom of flank pain is usually very gentle resulted
from mild hydronephrosis in most cases. The usual radio-
graphic presentation of polyps such as IVU is a long, thin,
filiform, lucent defect within the ureteral lumen. The
features from CT scans and urography were thought as
being suggestive of a fibroepithelial polyp, including an
elongated, smoothly marginated intraluminal tubular lesion
and a rim of contrast material surrounding the central
portion of a ureteral lesion. It is helpful to identify the stalk
attached to the wall of the ureter at the uppermost level of
the filling defect. And, multidetector row CT urography and
reformatted images allows the correct preoperative diag-
nosis in most ureteral fibroepithelial polyps [5]. In addition
to the above mentioned, Chou and colleagues [6] reported
a ureteral fibroepithelial polyp that was preoperatively
diagnosed by virtual CT ureteroscopy, while CT urography
only showed mild left hydronephrosis and an undetermined
lesion in the ureter.
Differential diagnosis, including other causes of hydro-
nephrosis, such as benign and malignant tumors, radiolu-
cent stones, thrombus, and inflammatory lesions, is
particularly important and sometimes difficult. It is worth
noting that fibroepithelial polyp of the ureter has the same
CT appearances as papillary transitional cell carcinoma
(TCC). They are also described as an elongated lesion,
having a rim of contrast medium surrounding the central
portion of a ureteral lesion, as well as having an identifiable
attachment of the lesion to the wall of ureter; thus, they
could be differentiated from urinary fibroepithelial polyp
only through histologic examination [7]. Sometimes, long
fibroepithelial polyp of the distal ureter prolapses into the
bladder in a periodic pattern [8,9]. In these cases, a lesion
in the ureter should not be ignored in addition to those in
the bladder. Xu and colleagues [10] reported that an adult
man was found to have a ureteral intussusception in the
middle part of the ureter accompanied by a polyp below
the invaginated segment of the ureter.
Ureteroscopy is the cornerstone of the diagnosis and
treatment of ureteral polyps. Ureteroscopy can easily
distinguish a smooth-surfaced pedunculated fibroepithelial
polyp covered with normal mucosa from an urothelial
carcinoma. With adequate preoperative diagnosis by ure-
teroscopy, unnecessary nephroureterectomy, especially in
a benign or small condition, might be escaped.
Usually soft and smooth in surface and grayish-white or
pink in color, polyps are generally characteristic with the
benign mucosal projections, which is composed of hyper-
plastic fibrous stroma with urothelium lining pathologically.
But, in our case, it was dark brown in appearance and
pliable but strong in its compacted texture. Moreover,
pathologic examination revealed that the total entity of theureteral polyps displayed serious ischemic infarction; in
detail, the polyp was composed of cellular swelling, tissue
degeneration, and fibrinoid necrosis, combined with old
thrombus in its vessels. It was very surprising to find that
the polyp lacked normal urothelium lining due to infarction.
To our knowledge, such the case has been not reported in
the literature. Thus, the large ureteral polyp should still be
called a ureteral fibroepithelial polyp despite lacking
epithelium.
Historically, fibroepithelial polyps of ureter was resected
by open surgical management [11]. Currently, most inves-
tigators have described endoscopic management, including
ureteroscopy, with holmium laser excision and coagulation
or percutaneous antegrade resection [1,2]. However,
endoscopic resection can be difficult in patients with long
or large polypoid lesions. The difficulty often results from
the inability to access the base of the stalk because the
spindle-like body usually hangs inferiorly from the stalk and
occupies the entire lumen of the ureter. Poor visualization
and limited working space often make it difficult to
differentiate the ureteral wall from the polyp itself,
leading to incomplete polyp resection or ureteral perfora-
tion [12]. The percutaneous antegrade resection usually
fails because the degree of hydronephrosis is often signifi-
cantly less than expected. Recently, laparoscopic tech-
nique gradually became an important alternative approach
for large fibroepithelial polyps. Kijvikai and colleagues[12]
succeeded in treating a 17-cm-long fibroepithelial polyp
in the proximal ureter by laparoscopic technique.
In conclusion, we describe a woman with flank pain who
was detected with hydronephrosis. Radiologic images
provided a clear evidence of ureteral fibroepithelial polyps.
Exploration by open surgery revealed a polypoid or finger-
like, dark brown polyps. Ureteral fibroepithelial polyp was
still confirmed by pathological examination though lacking
epithelium lining due to serious infarction.Acknowledgments
We would like to thank Dr. Xiaohui Guan (Department of
Radiology, Dalian Municipal Friendship Hospital) for radio-
logic suggestions to our study.References
[1] Lam JS, Bingham JB, Gupta M. Endoscopic treatment of
fibroepithelial polyps of the renal pelvis and ureter. Urology
2003;62:810e3.
[2] Carey RI, Bird VG. Endoscopic management of 10 separate
fibroepithelial polyps arising in a single ureter. Urology 2006;
67:413e5.
[3] Romesburg JW, Stein RJ, Desai MM, Lagwinski N, Ross JH.
Treatment of child with bilateral ureteropelvic junction
obstruction due to fibroepithelial polyps and review of the
literature. Urology 2009;73:929.e9e11.
[4] Tekdogan UY, Canakli F, Aslan Y, Han O, Gungor S, Atan A.
Bilateral ureteral fibroepithelial polyps and review of the
literature. Int J Urol 2005;12:98e100.
[5] Harvin HJ. Ureteral fibroepithelial polyp on MDCT urography.
AJR Am J Roentgenol 2006;187:W434e5.
Ureteral fibroepithelial polyp lacking epithelium 461[6] Chou CP, Wu TT, Levenson RB, Huang JS, Pan HB. Ureteral
fibroepithelial polyp diagnosed preoperatively on virtual CT
ureteroscopy. Abdom Imaging 2007;32:421e3.
[7] Wang J, Wang H, Tang G, Hou Z, Wang G. Transitional cell
carcinoma of upper urinary tract vs. benign lesions: distinctive
MSCT features. Abdom Imaging 2009;34:94e106.
[8] Baltogiannis D, Kafetsoulis A, Giannakis D, Saito M, Miyagawa I,
Sofikitis N. Fibroepithelial polyp of distal ureter with periodic
prolapse into bladder. Urol Int 2008;80:338e40.[9] Wang ZJ, Meng MV, Yeh BM, Goldstein RB. Ureteral fibroepi-
thelial polyp. J Ultrasound Med 2008;27:1647e9.
[10] Xu W, Yu CS, Yang L, Li KC. Ureteral intussusception due to
a polyp. Abdom Imaging 2007;32:675e7.
[11] Childs MA, Umbreit EC, Krambeck AE, Sebo TJ, Patterson DE,
Gettman MT. Fibroepithelial polyps of the ureter: a single-
institutional experience. J Endourol 2009;23:1415e9.
[12] Kijvikai K, Maynes LJ, Herrell SD. Laparoscopic management of
large ureteral fibroepithelial polyp. Urology 2007;70:373e7.
